described his operation for prolapse of the rectum, which depended upon shortening the mesentery of the sigmoid through an abdominal incision. This was illustrated on the epidiascope. He claimed that the results of this operation were very satisfactory.
Mr. LOCKHART-MUMMERY admitted the difficulty of treating this complaint and described his own oDeration.
Dr. W. M. BEACH (Pittsburg).
The physics of prolapse is most interesting. The theory that prolapse is hernial seems to me tenable. The pelvic vault is an inverted cone through the apex of which the rectum passes, and this is its weakest point. Again we must take into account the intra-abdominal pressure which keeps up a warfare with atmospheric pressure, especially when reinforced by the abdominal muscles in action. A fascia relaxed from overstraining becomes more overstrained; and finally it gives way to the vis a tergo resulting in prolapsus recti or prolapsus ani as well as invagination. There are. many potential cases or cases of partial intussusception which may be overlooked.
In addition, we must consider the recto-sigmoid strait as a vulnerable point in the production of prolapse. This is a structure analogous to the pylorus in that it has a function of contractility and expansion according to the faecal urge. It is the point at which invagination usually occurs; it is an important factor in constipation and a likely location of cancer, being the junction between the hind gut and the rectum proper by coalescence-similar to the ano-rectal line-being about 2 in. in extent.
TREATMENT.
The treatment of course should be directed towards correction of the ptosis. In extreme cases surgical measures sbould be invoked. The method proposed by Dr. Hirschman seems rational, but I think it should be complementary to the Moschcowitz technique, as the latter appears more nearly to restore the pelvic fascia, in other words, the combined procedure will more certainly prove effective.
Another type of case which I will mention is the potential or partial prolapse, which does not require the adoption of surgical measures. This may be overcome by the use of topical applications through the proctoscope; to combat the condition the patient should be inverted and the proctoscope introduced, through which 50 per cent. solution of magnesium sulphate should be injected. This agent will readjust the gut wall. If this procedure be repeated for three to five days and a binder be adjusted, most of these cases will be relieved. A good adjuvant to use is the extract of belladonna, given in applications of i gr. three times daily. The danger of stricture following excision of anal prolapse, either mucosal or of the layers, can be obviated by using fine silk sutures placed W in. apart, the long ends being left so that their removal is simplified. I would not hesitate to treat all adult cases by this method.
